A rare cause of massive lower gastrointestinal bleeding; jejunal dieulafoy's lesion Early diagnosis and immediately therapeutic approach of life-threatening lower gastrointestinal bleeding with sudden clinical deterioration is very important. Dieulafoy's lesion is seen 75-95% in the stomach, lesser curvature. For the first time in 1944, similar lesion was shown in proximal jejunum in patient presenting with massive lower gastrointestinal bleeding. Bleeding was temporarily stopped with angiographic embolization, but then continued again. Subsequent laparotomy and enterotomy-guided intraoperative endoscopy underlined the importance of a multidisciplinary approach in diagnosis. 
For the first time was defined by Dieulafoy in 1898, more than three cases of massive gastric hemorrhage,which is caused in a dilated submucosal artery (1). Dieulafoy's lesion, a rare cause of gastrointestinal bleeding is the submucosal arterial malformation (2) . These lesions usually localized to the proximal of gastric lesser curvature, 6 cm away from the gastroesophageal junction in the stomach ( 1, 3, 4) . However, the duodenum, jejunum and colon lesions have also been described (3,4). Dieulafoy's lesion is rarely seen in the small intestine (1) . No relation with peptic ulcer disease, sudden onset of bleeding, the opening to the mucosal surface of submucosal artery with no reduction in the calibration and does not respond to conservative treatment can be listed as characteristic features of this lesion (2) . Epinephrine (adrenaline) injection, hemoclips, thermocoagulation, band ligation, laserphotocoagulation are defined methods in treatment. However, prospective randomized controlled trials do not revealed method which is beter (4).
A twenty one-years old female patient with massive rectal bleeding was admitted to the emergency service. There was no history of drug use, alcohol consumption and smoking. Vital signs began to deteriorate after she applied the emergency service. The patient's blood pressure was 70/40 mmHg and pulse rate was 130 beats/min. Hemoglobin level decreased from 12 g/dL to 7 g/dL during a few hours. Despite intensive blood transfusion, hemoglobin level continued to decrease to 2.9 g/dL. Hypoxia had developed and mechanical ventilatory support was needed. There was no pathological findings in the esophagogastroduodenoscopy. Superior and inferior mesenteric angiography was performed. The active extravasation of jejunal artery end branches was revealed in the early arterial phase. Active bleeding was found in the second jejunal end branches of SMA demonstrated in Figure 1 Early diagnosis and immediately therapeutic approach of life-threatening lower gastrointestinal bleeding with sudden clinical deterioration is very important. Dieulafoy's lesion is seen 75-95% in the stomach, lesser curvature. For the first time in 1944, similar lesion was shown in proximal jejunum in patient presenting with massive lower gastrointestinal bleeding. Bleeding was temporarily stopped with angiographic embolization, but then continued again. Subsequent laparotomy and enterotomy-guided intraoperative endoscopy underlined the importance of a multidisciplinary approach in diagnosis.
